*The author replies below:
Sir, The verb, to audit, is defined in Chambers dictionary as 'to examine and verify by reference.' The aim of the study was to examine and verify the contribution made by the GP in the management of patients referred to a specialist hospital with lower gastrointestinal symptoms. Our conclusions were that improvement in overall standards and efficiency could be achieved by a closer cooperation between the two sectors. As the objective was to study only those patients referred to the hospital, it is not surprising that no information was provided as to the overall management given by GPs.
The paper did not set out to promote a direct-access rectal clinic, it merely proffered such an arrangement as a potentially helpful addition to outpatient services. Taking the cost of health care provision within the district as a whole, the expense of a direct referral of a patient with lower gastrointestinal symptoms to a specialist clinic, and possibly more rapid diagnosis and treatment, could readily be deferred by the reduction in the number of visits to a general practice culminating in an eventual referral. There is no doubt that some extra provision in terms of outpatient clinic time would be required to provide such a service but, as the study suggested, this would not necessarily precipitate a dramatic increase in costly investigations.
The only benchmark that it is possible to use for diagnostic accuracy is the eventual diagnosis made by the specialist clinician of the condition for which the patient is subsequently treated. It is merely this standard that was applied to the accuracy rate of GP diagnosis.
It is prudent for all clinicians to display 'understandable caution' in considering lower gastrointestinal symptoms potential heralds of bowel cancer. Not many doctors would pass this anxiety immediately to his patient and there was no implication of bad practice on that account. It is dangerous to justify the omission of a rectal examination as part of a full clinical assessment. It is especially difficult to envisage many situations in which a patient presents with lower gastrointestinal symptoms where a PR would not be germane to the patient's initial management.
The obvious sensitivity displayed concerning the relationship between GPs and their consultant colleagues suggests that no further comment would be appropriate. Scull has exposed the complex personality behind this famous alienist and the serendipity by which he achieved fame. He has dissolved the popular image of Conolly as a selfless hero and father of nonrestraint.
However, I think it is important to remember Conolly did achieve a great deal at Hanwell. He improved the quality of life of the pauper lunatics, not merely by freeing them from mechanical restraints, but by improving their diet, hygiene, physical health and nursing care. His patients were certainly far better off in the asylum than in the squalid workhouses from which most of them came.
In the 1960s, Goffman! amongst others, brought to our attention the dangers of institutionalization, such as occurred in the large Victorian asylums. Today, opinion has swung back towards that of Conolly's time. With the advent of community care and the wholesale closure of our large mental hospitals, psychiatrists are beginning to recognize that asylums are still needed for some patients.
The abolition of mechanical restraints during Conolly's time appears not to have been so complete as he claimed both in his reportsand books". Mechanical restraints were occasionally used to aid the administration of treatment to recalcitrant patients. For example, Daniel Fletcher", a 24-yearold man, admitted to Hanwell in 1850, refused all food for delusional reasons. Enticing food, laxatives, enemas and the raising of a blister on his neck all failed to make him eat. Then, he was placed in a chain and firmly held by two attendants whilst a third attendant attempted to open his mouth and insert a stomach pump, all to no avail. The unfortunate patient was next subjected to enemas of beef tea every 3 hours and died a few days later.
By the date of Fletcher's admission, Conolly was no longer medical superintendent, hut only visiting physician to Hanwell. However, he was interested in Fletcher's case and personally supervised his treatment. Daniel Fletcher was a particularly interesting case and thus the contemporary notes detailing his treatment are very full. This is not the case for most other patients and so it is impossible to estimate how frequently mechanical restraints were used during treatment in Conolly's time. C M HAW
Senior Registrar in Forensic Psychiatry
Ealing Hospital
Reiter's disease of a urachal remnant Sir, We have read with interest the report by Maxwell and colleagues (December 1987 JRSM, p 778) of the involvement of an urachal remnant by Reiter's disease. This observation may have profound significance.
It is currently thought that the arthritis of Reiter's syndrome arises as a reaction to a primary infection occurring at a distant site, whether in the urethra, gastrointestinal tract or elsewhere', Several
